Abstract
Introduction
Hospitals may not be the safest place with approximately 1 in 10 patients experiencing an adverse event (de Vries et al., 2008) . In 2014, a Canadian study found 1 in 7 patients hospitalised on medical wards had an adverse event (D'Amour et al., 2014) .
Internationally, patient-centred care is advocated as an approach to reduce adverse events in hospitals (Australian Comission on Safety and Quality in Health Care (ACSQHC), 2011), with governing bodies such as the National Institute for Health and Care Excellence (NICE) (2012), American Hospital Association (AHA) (2014) and ACSQHC (2014) developing resources to enhance practices of patient-centred care in hospitals. Patient participation is a key concept of patient-centred care (Kitson et al., 2013) and has been suggested as a way for patients to ensure safety, owing to their prominence in their own care (Koutantji et al., 2005) .
Background
Patient participation is a diverse term encompassing a large range of activities. The various terminology used synonymously with participation included engagement, involvement (Gallivan et al., 2012) , collaboration, and cooperation while patients are described as clients, consumers and users (Langton et al., 2003) . The activity 'decisionmaking' has been promoted as a way for patients to be involved in healthcare, which reflects patients' rights (Entwistle, 2000) . However, nursing activities that patients may engage in are diverse, including handover (Chaboyer et al., 2008) , medication rounds (Bolster and Manias, 2010) , nursing care planning and managing own care (Sørensen et al., 2013) .
The definition of patient participation lacks consensus (Longtin et al., 2010) . Recent definitions of patient participation highlight nurses' requirement to enact patient-centred qualities such as respect and empowerment, and to involve patients in all elements of their care (University of Gothenburg Centre for Person-centred Care (GPCC), 2014). For example, Sahlsten et al.'s (2008) concept analysis provides insights into the phenomenon of patient participation. Although the concepts are tentative, Sahlsten et al.'s (2008) analysis incorporates various researchers' attempts to provide clarity around 'patient participation'.
With features of the concept recognisable in recent research (Eldh et al., 2010 , Soleimani et al., 2010 , this definition seems appropriate and this review may contribute to maturity of the concept. According to Sahlsten et al (2008) , patient participation in nursing care is characterised by four defining attributes including a strong existing nurse-patient relationship, relinquishing of power by nurses, mutual exchange of information and knowledge between patient and nurse, and collaboration in intellectual and/or physical activities; this latter attribute being dependent on the presence of the first three.
Research to date shows apparent benefits for patients who participate in their care.
Patient participation in enhancing safety practices in hospital is a convincing concept Ellins, 2007, Longtin et al., 2010) , especially when patients self-manage medications . One recent US study found the risk of experiencing an adverse event was half as likely, when patient participation was implemented (Weingart et al., 2011) . However further evidence of the effectiveness of patient participation in safety activities is required (Berger et al., 2013 , Schwappach, 2010 .
Patient participation also benefits the patient in other ways including enhancing patient knowledge (Coulter and Ellins, 2007) and sense of control (Dudas et al., 2013 , Hӧglund et al., 2010 . Patient-centred approaches, inclusive of patient participation, also improve patient satisfaction (Dwamena et al., 2012 ) and perceived quality of care (Slatore, 6 2010, Weingart et al., 2011) . Finally, involving patients in their care can improve condition (Coulter and Ellins, 2007) , specifically patients' function in activities of daily living (Ekman et al., 2012) . The potential positive outcomes of patient participation suggest encouraging patient participation in nursing care, may benefit the patient.
Previous reviews
There are several reviews on patient participation in care, with a particular focus on patient safety (Berger et al., 2013 . A recent review by Vaismoradi et al. (2014) examined patient participation in safety in nursing care, however, only one review has explicitly investigated patient participation in general nursing care (Cahill, 1998 ). Cahill's (1998) review was conducted over 15 years ago and it is likely that approaches to patient participation have evolved since this time, particularly in relation to the strong recent focus on patient safety. In this early review (Cahill, 1998) , the researcher's attempt to understand patient participation in nursing care was hindered by a lack of available research, consequently studies relating to doctors/medical care were also included. Overall, the review by Cahill (1998) was inconclusive and the need for further research to evaluate patients' and nurses' perspectives and behaviours towards patient participation, especially utilising qualitative or mixed method approaches, was identified. In light of previous reviews, the aim of this integrative review was to investigate patients' and nurses' perceptions of, and behaviours towards, patient participation in nursing care.
Methods
An integrative review was conducted as it allowed qualitative and quantitative methodologies to be synthesized; ensuring a variety of sources of patients' and nurses' perspectives and behaviours were included. This review was guided by Whittemore and Knafl's (2005) integrative review framework to enhance rigor.
Sample and inclusion/exclusion criteria
Inclusion/exclusion criteria were based on the concepts studied, target population, health care problem and sampling frame (Whittemore and Knafl, 2005) . Included studies had to meet the following inclusion criteria. First, the sample had to include either adult patients or nurses in medical units of hospitals. Because medical patients tend to have multiple comorbidities and chronic conditions, a focus on this group was to capture patients who have more opportunity to participate in nursing care because of their 'exposure'. Additionally, it is likely that other patient populations, such as surgical, mental health or rehabilitation patients would have different experiences, making pooling of findings from these disparate populations less meaningful and not applicable to the clinical context. Second, studies also had to have an explicit focus on participation in either intellectual or physical activities and include either perceptions or actual behaviours. Only the fourth attribute, mutual engagement in physical and/or intellectual activities, was included as its success hinges on the remaining attributes. Further, this attribute identifies kinds of perceived and enacted participation that can occur. Finally, only empirical, full-text studies, published in English were included.
Studies published between 1999-2013 were included to capture those published after Cahill's (1998) review. Studies that included areas other than medical wards, or other health professional in addition to nurses, were subsequently excluded if they did not report findings for the subsample of medical patients and/or nurses.
Literature search
In August 2013, three search strategies were employed to enhance the quality of this review (Whittemore and Knafl, 2005) , with search strategy one informing search two and three. With the assistance of a health librarian, a computerised database search of the Cumulative Index of Nursing and Allied Health Literature (CINAHL), Cochrane Library, Medline and PsycINFO was performed due to their comprehensiveness and appropriateness for the topic. The first strategy was guided by three elements of the SPIDER tool; phenomenon of interest, sample and evaluation. This tool assists in creating sound search strategies, particularly when anticipating retrieval of qualitative and mixed-methods studies (Cooke et al., 2012) .
Step 1 focused on the phenomenon of interest, terms used synonymously for patient participation were searched ( Table 1 ). The sample was identified in step 2 and 4, being hospitalised, adult patients and nurses. In step 2 methods of evaluation, including perceptions and behaviours, were linked to medical subject heading (MeSH) terms.
Consistent with integrative review there were no restrictions on research designs or study types. To meet inclusion criteria, restrictions were placed on language and years published.
The second search strategy involved hand-searching reference lists of retrieved articles to find relevant literature not previously identified. Third, the citations of retrieved articles were searched using Scopus to identify subsequent articles. Table 1 here
Search outcome
The combined search strategies resulted in eight articles meeting the inclusion criteria (Figure 1 ). One author undertook the search, and two researchers determined the eligibility of studies for inclusion. 
Data extraction and evaluation
To provide an overview, data were extracted relating to approach, context, sample and key findings. Quality scores were calculated using the Mixed Methods Assessment Tool (MMAT) ( Table 2 ). The MMAT was used to concurrently evaluate the quality of various methodologies and has established validity and reliability (Pace et al., 2010 , Pace et al., 2012 the methodology used, and were assigned quality scores ranging from (*) representing one criteria met through to (****) representing all criteria (Pluye et al., 2011) . Two researchers independently appraised each article and then discussed their MMAT scores and the overall strengths and limitations of the study. All researchers participated in the review process.
Discrepancies were resolved through discussion and reference to the MMAT tutorial (Pluye et al., 2011) . A third reviewer was available to adjudicate however this was not required.
Quality scores were not used to exclude studies as all studies met at least two criteria, but instead highlighted the potential contribution of each study to the overall findings.
Data analysis
Thematic synthesis was used for analysing and synthesising the findings of the included studies, using Thomas and Harden's (2008) work as a guide. First, the researcher became immersed in the data by reading and re-reading the sections labelled "results" or "findings" of each article, maintaining notes of possible patterns and decisions throughout the thematic analysis and synthesis. Second, the findings or results sections were analysed inductively. Line by line coding using words was undertaken, with analysis occurring within and across studies. NVivo 10 software (QSR International) was used to assist with data management. Next, inductive codes were grouped into hierarchies of categories and subcategories, producing largely descriptive categories. Finally, the categories were searched for the latent themes that went beyond the original content of the studies to provide a metasynthesis.
Findings were also coded deductively, using Soleimani et al.'s (2010) core category "convergence of caring agents" as a framework to uncover the types of participation reported.
This core category included four subcategories, which represented levels of participation: adhering, involving, sharing and true participation (Soleimani et al., 2010) . Each study was assessed against the four subcategories to find which level of participation was achieved. The subcategory adhering, portrayed patient passivity, whereby patients trusted nurses and followed their instructions with little engagement (Soleimani et al., 2010) . When patients adhered, nurses were in control, displaying task-orientated behaviour and not encouraging patient interaction (Soleimani et al., 2010) . The next subcategory, involving, was characterised by information-seeking behaviours by patients, which was encouraged by nurses (Soleimani et al., 2010) . The subcategory entitled sharing, was described as patients contributing to physical cares and nurses promoting patients to take on this responsibility, within nursing legislation (Soleimani et al., 2010) . Patients and nurses were both eager to participate when the final subcategory, true participation, was achieved. True participation included patients undertaking self-care, managing their care, sharing their views and making decisions (Soleimani et al., 2010) . At this level of participation, nurses valued the illness knowledge that patients shared (Soleimani et al., 2010) .
Findings
A summary of the eight studies meeting the inclusion criteria for the integrative review are presented in Table 2 . Despite three studies employing quantitative methodologies, the findings produced were easily understood in a descriptive manner and results and graphs were transformed into words and descriptions (Sandelowski et al., 2006) . This enabled comparison of the quantitative and qualitative findings (Sandelowski et al., 2006 , Voils et al., 2008 , with both complementing each other and contributing to a rich description of patient participation in the medical context. Table 2 here.
The research context can be seen in Table 2 , with six of the eight studies being conducted in European hospitals, predominately in Sweden; the remaining two studies were undertaken in Australia and Iran. Attempts to enhance credibility through investigating different settings were noted with most researchers studying more than one medical ward.
Contextual descriptions tended to be generic, explaining countries position towards patient participation rather than thick contextual descriptions about the ward and hospital that related that patient participation.
In terms of sample (Table 2) , all studies explored patients' perceptions of patient participation; only three studies included nurses as study participants (Florin et al., 2006 , Lomborg and Kirkevold, 2008 , Soleimani et al., 2010 . The patient population across the studies had an average age ranging from 50-68 years and a variety of medical conditions. The average age of nurses ranged from 31-34 years and the average experience varied considerably, ranging from 1.5 years to 10 years. Transferability was addressed with five of the eight studies identifying types of medical conditions of patient participants. Only three research teams (Florin et al., 2008 , Florin et al., 2006 , Lomborg and Kirkevold, 2008 explicitly reported wellness of the patient, which may be important for patient participation.
The methodological quality of qualitative studies ranged from moderate (**) to high (****) ( Table 2 ). The most common critique of qualitative pieces was the researchers not addressing their influence on data collection, seemingly important as these researchers had nursing qualifications. Two of the research teams undertook observations; however, the researchers failed to explicitly detail strategies for acknowledging their assumptions Kirkevold, 2008, Soleimani et al., 2010) , whereby methods of self-reflection would have enhanced rigor during data collection (Polit and Beck, 2008) . A further example was Doherty and Doherty's (2005) interpretive phenomenology, with the methodology encompassing identification of pre-understandings, which was not addressed. Table 2 , the methodological quality of quantitative pieces was moderate (**) due to data collection tools, sampling and response rates. In the studies reviewed data collection tools were modified and not validated (Florin et al., 2008 , Florin et al., 2006 . One study used a tool that had been validated in a different population but not in the in the diagnostic group reported (Vestala and Frisman, 2013) . Sampling issues included unclear descriptions of randomisation (Vestala and Frisman, 2013) and non-independent data with repeated measures for some nurses (Florin et al., 2006) . Small response rates reduced methodological quality (Florin et al., 2008 , Florin et al., 2006 .
Shown in

Meta-synthesis
Three themes were discovered inductively in the data, which provided clarity on the way participation was enacted, the challenges facing participation and the way participation was promoted on medical wards. The final theme, types of participation, was found deductively.
Enacting participation
The theme enacting participation, described the variety of verbal and physical forms of participation in nursing care that were practiced on medical wards. Verbal participation activities studied included rounds, handovers, and information sharing encounters regarding treatment and disease. Decision-making with nurses was researched in a broad and sometimes an un-specified range of activities, relating to a variety of patient needs and nursing care. Some specific areas of patient participation in decision-making explored included documentation, medication administration and meals. Medication administration and hygiene were examined as aspects of physical participation.
Challenges to participation
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The second theme, challenges to participation, illustrated that patient participation was hard to achieve, with many issues uncovered. Patients' capabilities were one factor that presented a challenge to achieving patient participation. In particular physical forms of participation, in the Iranian and Danish medical wards, seemed to be hindered by patients' capabilities and condition. The more unskilled and/or unwell the patient the less physical participation occurred.
Patient preferences were not fixed, presenting another challenge for patient participation. Participation in decision-making appeared to be influenced by preference rather than capabilities, with patients choosing to be active, collaborative or passive. On the whole, most patients admired roles where they were largely passive or collaborative with the nurses, rather than more active roles where choices were determined by the patient. Despite this, preferences for verbal participation did vary between contexts, with Swedish patients preferring more passive involvement, whereas, British and Australian patients chose a more active role.
While patients' desire for patient participation could vary depending on their capability and preference, nurses tended to express a desire for a more patient-inclusive approach for all forms of patient participation. The incongruence between patient and nurse expectations for patient participation was apparent. Patients and nurses expectations and desires for patient participation were often not met and in some instances, patients reported undertaking more or less participation than wanted.
Patients' expectations were confounded by confusion on how patient participation should be enacted. Patients' perceptions revealed that some participation activities were viewed as the nurse's duty and patients were unsure of the level of participation they were expected to undertake. Some patients were not aware that decision-making was a nursing role, meaning patients could not foresee decision-making with nurses as an area in which they could participate. Overall, patients' lack of clarity on enacting patient participation tended to entrench a passive approach.
A key challenge to effective patient participation was the manner of the nurse.
Patients' confidence to participate was diminished when nurses displayed behaviours that were unsupportive of patient participation. Noticeably, when nurses appeared busy or taskorientated in nature, patient participation was difficult to achieve. Participation was also a challenge when nurses did not verbally engage, making patients feel uninformed or ignored, or when nurses did not show respectful communication towards patients; with condescending or de-personalised language being barriers.
Nurses' manner towards communication meant some nurses failed to keep themselves informed. Both nurses and patients believed that nurses did not always know the patient when they came on shift. Nurses undertook activities without consulting patients and were not kept abreast of patients' willingness or expectations; this often placed nurses in an instructive and assuming role and, in some instances, nurses wrongly judged patients' willingness and expectations for patient participation. When nurses were viewed by patients as not attempting to understand their situation, patients simply complied with nurses or felt negative emotions such as fear and unhappiness. Overall, there were many patient and nurse related challenges to participation encountered on medical wards.
Promoting participation
Promoting participation, the third theme, portrays information-sharing as a facilitator to patient participation. Patients participated by gaining information from nurses, which made them feel included and informed. Patient participation in information sharing was characterised by patients asking questions, clarifying nurses' information or contributing to decision-making. Accordingly, patients appreciated their shared knowledge being respected by nursing staff. Information exchanges between patients and nurses were viewed by patients as a way of enhancing assessment of their capabilities and preferences and making nurse expectations explicit, with bedside handover viewed as a facilitator to information exchanges.
Vital to the success of involving patients in information sharing was the manner in which nurses portrayed themselves. When nurses displayed actions that were inviting, supporting and encouraging, patients' eagerness to participate in information exchanges was enhanced. Further patient participation was boosted when nurses displayed respect through genuine engagement in dialogue, which was spoken in non-clinical language and acknowledging the patient as a person.
Types of participation
According to Soleimani et al.'s (2010) core category "convergence of the caring agents" there are four types of participation; adhering, involvement, sharing and true participation, each study was assessed to find the extent that these types of participation were found. Table three shows all but one study identified patients adhering to nurses' instruction rather than participation, with the majority of patients expressing a desire for adherent behaviour (Florin et al., 2008 , Florin et al., 2006 , or simply adhering to nurses regardless of their desire (Larsson et al., 2011, Lomborg and Kirkevold, 2008) . Almost every study showed some elements of true partnerships with patients (Doherty and Doherty, 2005, Vestala and Frisman, 2013) and nurses (Florin et al., 2008, Lomborg and Kirkevold, 2008) expressing desires for patient involvement in decision-making, but this did not reflect how decisionmaking was (Lomborg and Kirkevold, 2008) or may have been practiced (Doherty and Doherty, 2005, Florin et al., 2006) . Another feature of true participation encountered was patients sharing information that was valued by nurses , McMurray et al., 2011 . However, all elements of true partnership was only demonstrated in Soleimani et al.'s (2010) study, where patients were supported by nurses and used all their capabilities to take control of their care. Overall, adherent forms of participation were most easily achieved on medical wards. Table 3 here
Discussion
The findings of this integrative review demonstrate that participation is commonly practiced in an adherent way on medical wards, which may be attributed to challenging and promoting factors. The challenges and promoters identified in our review resonate with Sahlsten et al.'s (2008) concept analysis. By discussing the challenges found in this review in relation to Sahlsten et al.'s (2008) four defining attributes, ways to improve patient participation in medical wards may be identified.
Active mutual engagement in intellectual and/or physical activities
Our review suggests that a challenge to participation was patients' willingness, which is required for achieving patient participation in intellectual or physical activities (Sahlsten et al., 2008) . Willingness was influenced by patient preference and condition in this review. In terms of patient preference, the importance of nurses acknowledging desires for decisionmaking was highlighted and is a well-accepted factor in the success of shared decisionmaking (Coulter and Ellins, 2007 , Longtin et al., 2010 , Rise et al., 2013 . Patients' condition also influenced willingness to participate, as exemplified in Soleimani et al.'s (2010) study, with previous research also suggesting when patients are unwell their willingness to participate diminishes (Davis et al., 2007 , Vaismoradi et al., 2014 .
Given the variability of patient willingness, our review and Sahlsten et al.'s (2008) findings advocate the practice of nursing assessment prior to patient participation. Previous research indicates that nurses understand the value of involving patients in intentional assessments to achieve patient participation (Jewel, 1994 . Despite this recognition, this review suggests assessment of patient capability for patient participation is not easily operationalised or recognised in current medical ward nursing practice.
Questionnaire findings from Finnish nurses working in a geriatric hospital, implied only 56% of nurses took patients' assessment of their functional ability into account, with nurses tending to pursue family members' assessments rather than patients (Eloranta et al., 2014) . Alarmingly, nurses reportedly practice assessment in a dominant and task-driven way, with little patient engagement (Barrere, 2007 , Casey, 2007 , Jones, 2009 ). Further complicating assessment, is a patient reluctance to share feelings of wellness (Huby et al., 2004) .
Ultimately, assessments with patients can improve communication and patient outcomes (Morse et al., 1996) , and could be one strategy to overcome the challenges associated with patient willingness and reduce "adhering" practices of patient participation in medical wards.
Similar to Sahlsten et al. (2008) , this review recommends undertaking care planning with patients, including discussion of goals. The planning process may help address conflicting expectations and role confusion found in this review. Discussing goals and expectations with patients has been identified by nurses as a strategy to promote patient participation (Sahlsten et al., 2009) . Despite this, addressing patient goals and expectations appears to be challenging in other hospital settings, with only 20% of hospital nurses reporting they ask patient expectations (Rozenblum et al., 2011) and 52% of hospital nurses ensured that patients knew the goal of their care (Eloranta et al., 2014) . In hospital settings, plans are reportedly made away from patients (Wolf et al., 2012), or when patients do participate in planning nursing care it is a 'moderate' amount .
Research suggests patients want to be part of the planning (Larsson et al., 2007 , Rise et al., 2013 , showing a thirst for participation. Planning with patients may be one method to promote more active patient participation on medical wards and achieve patient-centred care (Rathert et al., 2013) ; however, it needs to be catered to patients' willingness.
An established relationship
In our review it was evident that many nurses were perceived as 'busy' and often did not know or attempt to build a relationship with patients, an attribute necessary for successful patient participation (Sahlsten et al., 2008) . Pressures on medical wards are common, created by frantic environments with high workloads and frequent staff rotation (Wolf et al., 2012) .
Working in a busy environment (Hӧglund et al., 2010, Penney and Wellard, 2007) and discontinuity of care have been shown to impede co-operative relationships for participation in hospitals. In light of these pressures, our findings highlight the importance of the manner displayed by nurses. Nurses need to be aware that appearing task-orientated (Wellard et al., 2003) or bound by routine can thwart participatory relationships, as patients become adherent in an attempt not to disturb nurses (Foss, 2011) . Ultimately, nurses need to engage and build relationships with patients to increase patient participation in medical wards; however, this is a true challenge due to pressures experienced in current hospital environments. Further research investigating ways to overcome these issues and enhance patient participation would be beneficial.
A surrendering of some power and control by the nurse
The high degree of adherence and numerous challenges discovered in this review suggests not all nurses were keen to surrender power, which is a pre-requisite for patient participation (Sahlsten et al., 2008) . Controlling nurse manners identified in our review included being disrespectful or unengaging towards patients, thus impeding patient participation. Previous research strongly suggests that authoritative nurse behaviours such as these hinder patient participation (Aasen et al., 2012 , Henderson, 2003 , perhaps reflecting increases in the challenges and 'adhering' behaviour of patients found in our review. On the other hand, we found when nurses were respectful and encouraging, patient participation was promoted, especially in information-sharing. Previous studies conducted with patients (Larsson et al., 2007 , Latimer et al., 2013 and nurses (Sahlsten et al., 2009 ) also identify supportive nurse manners as an enhancer of patient participation. In practice, medical ward nurses need to be aware of the effect their approach can have on patient participation.
Shared information and knowledge
Successful patient participation is characterised by shared information and knowledge (Sahlsten et al., 2008) which was an area of true participation more easily achieved by patients and nurses in this review. Patients (Eldh et al., 2006 , Larsson et al., 2007 and nurses recognise the importance of information-sharing, viewing it as a condition for patient participation. Consistent with this review and previous research, participation in information sharing can make patients feel respected (Rise et al., 2013) and involved (Lu et al., 2013) . Other benefits of information-sharing include patient empowerment (Nygårdh et al., 2012) and enhanced knowledge, which is a contributor to enhanced patient participation (Davis et al., 2007 , Vaismoradi et al., 2014 , especially in decision-making (Joseph-Williams et al., 2014 , Sainio et al., 2001 . Interestingly, bedside handover was found to facilitate information-sharing in this review. Creating formal times for information-sharing, like bedside handover, can provide ease for patients to contribute (Chaboyer et al., 2008) and nurses to inform and update (Jeffs et al., 2014) , which were communications valued in this review. Enacting information encounters like bedside handover may assist in achieving all attributes of patient participation, with improved assessment (Jeffs et al., 2014) , planning (Kassean and Jagoo, 2004) , knowledge of the patient (Chaboyer et al., 2010 , Liu et al., 2012 and nurse (Anderson and Mangino, 2006, Wildner and Ferri, 2012) , and greater patient empowerment (Lu et al., 2013) linked to bedside handover.
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This review contains several limitations. The inclusion of medical wards only may have restricted the findings; however, it provides a context-specific understanding of patient participation that will enhance transferability to similar clinical contexts. The researchers strategically designed and undertook a search strategy, specific to the aims of this study, yet there is always the possibility that some eligible articles may have been missed. This was an interpretive piece, which some may think results in a potential bias. But through the use of journaling ideas, feelings, and decisions, and frequent research team meetings, the researchers undertaking analysis attempted to stay true to the data and acknowledge biases.
This study is also limited by the methodological quality of some articles included, however, limitations of the included studies have been acknowledged and made explicit through quality scores, allowing readers to take this into consideration. Overall, by following each step in Whittemore and Knafl's (2005) framework the rigour of this integrative review has been enhanced.
Conclusion
Although the benefits of patient participation are promising, patient participation is not easily achieved on medical wards. By overcoming various barriers, patients and nurses can potentially reap the benefits of active patient participation and create safety cultures in hospitals. This review illustrates information-sharing as a way to enhance patients' participation, which is one strategy to improve communication safety .
Further, information sharing appears to benefit the patient by improving patient experience through making patients feel engaged, informed and respected. Information sharing was captured in two types of participation; "involvement in information sharing" and "true participation". Achieving these types of participation that promote information sharing is valued by patients and can help foster the unique engagement that occurs between patient and nurse, allowing both to achieve nursing care together.
There are implications for patient participation in practice, education and research to address the challenges encountered on medical wards. Patients should be encouraged to actively participate in assessment and care planning. Further, nurses may benefit from reflecting on their views on patient-centred care, and how these impact on patients' engagement (McCormack and McCance, 2006) . Information-sharing activities, such as bedside handover, should be promoted on medical wards to enhance patient participation.
Gaining a better understanding of the core attributes of patient participation may help nurses implement targeted strategies to promote participation. Further education for nurses on patient-centred approaches to care and interpersonal skills may be required to enhance patient participation on medical wards (McCormack and McCance, 2006) . More research is needed to find ways to overcome barriers to patient participation. The research conducted in medical wards has been largely self-reported by patients, further research with nurses using observational data may help inform strategies to enhance patient participation. Thus, enhancing patient participation may be approached as a practice improvement, educational or research activity. Gender data reported reflects total number of patients recruited (N=80), only 76 patients participated in data collection.
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Data from surgical, cardiology, orthopaedic and urology wards excluded.
5
Sample data of medical patients could not be extracted, the entire sample is reported.
6
Data collected from family members excluded. Adapted from "Balancing the Evidence: Incorporating the Synthesis of Qualitative Data into Systematic Reviews," by A. Pearson, 2004, JBI Reports, 2, p. 63 . Table 3 Types of Participation Assessed with Soleimani et al.'s (2010) Grounded Theory Category "Convergence of the Caring Agents"
Note. Participation desired, perceived or enacted by patient (P), participation desired, perceived or enacted by nurse (N). Only some elements of "true participation" were desired, perceived or enacted (*). 
